(2) Syphilitic processes.
(3) Tumours. (4) Diphtheria. (5) Progressive bulbar paralysis. (6) That curious form of systemic central nervous disease, first described by Hughlings Jackson and Morell Mackenzie, in which one-half of the tongue, the corresponding half of the palate, the corresponding vocal cord, and in a number of cases the corresponding trapezius and sternomastoid muscles are affected.
(7) Amyotrophic lateral sclerosis. (1) Acute rheumatic influences.
(2) Catarrhal neuritis.
(3) Toxic influences (lead, arsenic, &c.).
(4) Tumours in the posterior cavity of the skull, or in the foramen lacerum or foramen jugulare.
(5) Pachymeningitis. (6) Traumatism (unintentional ligature of nerves, injection of iodine into a goitre, cut throat, stabbing, injury during extirpation of a goitre, &c.).
(7) Tumours of neck (goitre, peritracheal glands, &c.).
(8) Aneurysms of the arch of the aorta, innominate, subclavian, carotid.
(9) Mediastinal tumours (malignant, tu. berculous, calcification of bronchial glands, &c.).
(10) Pericarditis. (11) Pleurisy. (12) Tuberculosis and pleuritic thickening of apex of right lung.
(13) Chronic pulmonary affections (chronic pneumonia, anthracosis, &c.). (14) Infectious fevers (typhoid, &c.). (15) CEsophageal carcinoma.
That I might have some concrete facts upon which to base a discussion I have carefully gone through the Proceedings of the Laryngological Society from its foundation until it ceased to exist as an independent Society-i.e., from 1893 to 1907. I have come across fifty-two cases of unilateral laryngeal paralysis. In thirty-five cases the left vocal cord was affected, in sixteen cases the right, and in one case the affected side is not mentioned. Though the figures I put forward are comparatively few in number, still I think that they are sufficient to allow of somiie definite conclusions being formulated.
(1) The most common cause of left recurrent paralysis is aneurysnm of the arch of the aorta. This occurred in twenty-eight times out of eighty-two cases. I would further point out that the seven cases in which no definite cause for the paralysis was discovered were all on the left side. Some of these seven were almost certainly aneurysmal, as long clinical experience has taught me that paralysis of the left vocal cord is often the only objective indication of aortic aneurysm. In a case of this kind, under my late colleague, Dr. Fincham, at the Westminster Hospital, I detected the cadaveric position of the left vocal cord nearly a year before there were any other definite physical signs of the aneurysm. In these days the question would have been easily settled by an X-ray examination.
(2) In cases of aneurysm of the arch of the aorta the left recurrent nerve is almost exclusively affected. This is shown by the fact that out of thirty-one cases of paralysis of the recurrent nerves from the pressure of an intrathoracic aneurysm, the left recurrent nerve was affected in twenty-eight cases, and the right in" only three. In the Lumleian Lectures, recently delivered before the Royal College of Physicians, I showed that paralysis of the left recurrent nerve not only points very Jlearlv to the probability of the existence of an intrathoracic aneurysm, but it also indicates the position of the aneurysm as being seated usually on the transverse or descending part of the arch of the aorta.
In thirty-five cases of aortic aneurysm recurrent paralysis was observed in twenty-one cases-nineteen times on the left side and twice on the right.
(3) The physical signs of valvular disease of the heart may exist in association with left recurrent paralysis, so as to very closely simulate initrathoracic aneurysm. Before the advent of the X-ray method of examination these cases were probably frequently mistaken for aneurysm.
(4) When the paralysis is due to the effect of pressure other than aneurysimal the left recurrent nerve is affected nearly four timiies more frequently than the right. If the cases of malignant disease of the cesophagus be excluded, it might be stated baldly that the right recurrent nerve is hardly ever paralysed as the result of pressure within the thorax. It also appears that, after paralysis of the left recurrent due to aneurysm, the most comlmon cause of this paralysis is the pressure of some growth within the thorax. This very striking difference between the two recurrent nerves must be owing entirely to their anatomical distribution. It is easily seen why an aneurysm of the arch of the aorta should almost exclusively affect the left recurrent nerve, but it is difficult to understand why the right recurrent nerve should almost entirelv escape the effect of other kinds of pressure.
(5) In cases of malignant disease of the cesophagus my figures show that the two sides are almost equally affected-i.e., nine cases of right recurrent paralysis and eight cases on the left side. This is as might have been expected, there being no reason why one nerve should be more often involved than the other in cases of cancer of the oesophagus.
(6) The occurrence of paralysis of the right recurrent nerve associated with dysphagia is almost invariably due to malignant disease of oesophagus. The same cannot be stated of left recurrent paralysis with dvTsphagia, but we should be justified in saying that the latter combination is most commnonly due to malignant disease of the oesophagus. In exceptional cases dysphagia may be caused by an aneurysm of the descending thoracic aorta pressing on the oesophagus, while at the same time the left recurrent nerve is implicated in an aneurysmal dilatation of the arch of the aorta.
(7) When recurrent paralysis is due to central causes or toxins the nerves are affected nearly equally. My figures show fifteen cases of right recurrent paralysis and fourteen of left recurrent paralysis. (8) Age is an important factor in the diagnosis of the cause of the the paralysis. In children one would naturally think of diphtheria, tuberculous glands, cervical spinal caries, and meningitis. In young adults, pulmonary tuberculosis, pleuritic thickening at the apex of the lung, and mitral disease with enlargement of the left auricle would be the most likely causes. Under the age of 25 aneurysm is extremely rare. In middle-aged men-i.e., from 25 to 55-aneurysm is by far the most common cause. After the age of 60 the probability of malignant disease of the lung 6r of the mediastinal glands should be borne in mind.
The sex of the patient should also be taken into account, as thoracic aneurysm is a comparatively rare disease in females; therefore, left recurrent paralysis in a woman would not be of the same value in suggesting the presence of an aneurysm as in the case of a man. In the Lumleian Lectures I quoted figures to show that thoracic aneurysm occurred in men as compared with women in the proportion of eight to one. Recurrent paralysis in a woman would suggest the pressure of a new growth, malignant disease of the cesophagus, or dilated left auricle rather than an aneurysm. CASE ILLUSTRATING LEFT RECURRENT PARALYSIS. M. L., female, aged 19, consulted Dr. de Havilland Hall on June 8, 1912, complaining of hoarseness and choking when she drank, the choking being worse with hot than with cold fluids. Left vocal cord in cadaveric positions. Impulse in fifth space, mid-clavicular line. Increased area of cardiac dullness. Double aortic and double mitral murmurs. Right pupil larger than left. Right pulse larger than left. History of rheumatic fever at the age of 6 or 7. Has suffered from rheumatism since. Skiagram shown.
Sir DAVID FERRIER, F.R.S.: Though I have ventured, on the invitation of your President, to take part in this discussion, I do not intend to occupy your time with any disquisition on the various causes of recurrent laryngeal paralysis, their diagnostic indications, or their relative frequency. Naturally, everything that tends to impair the vitality and conductivity of the nerve, such as pressure, neuritis, however caused, and structural changes in general, will have the same ultimate effect. The paralysis so induced may be complete or incomplete. In the complete form all the muscles innervated by the recurrent laryngeal are paralysed, and the vocal cord is in the cadaveric position. In the incomplete form the paralysis, or paresis, affects lmlainly, or exclusively, the posterior crico-arytarnoid, and the vocal cord is immobile or nearly so, in the median position. As to the relative frequency, the incomplete is by far the miiost frequent form of recurrent laryngeal
paralysis.
On what depends its special feature? Many years ago when I was engaged writing a paper on the " Localization of Atrophic Paralyses," 1 in which I endeavoured to show that in peripheral paralysis, from whatever cause, neuritis, &c., the extensor muscles were the first to suffer, Sir Felix Semon called my attention to the fact that the abductors of the vocal cords were the first muscles to be paralysed in affections of the recurrent laryngeal nerve. I at once saw that this fell in line with the other facts on which I had based my conclusions. These may be summarized as follows:-In peripheral neuritis, however induced, as from alcohol, lead, arsenic, beri-beri, &c., the extensor muscles of the limbs are the first, and often alone, affected. In lead poisoning we have the familiar dropwrist, while the supinator longus supplied by the same nerve escapes. So in alcohol we have at first drop-foot from paralysis of the muscles supplied by the external popliteal nerve. A similar condition obtains in beri-beri. Take again the case of pressure on the peripheral nerves. While severe and long-continued pressure on the musculo-spiral nerve causes paralysis of all the muscles supplied by this nerve-supinators as well as extensors-yet instances occur in which only the extensors are affected. So also in puerperal paralysis from pressure of the foetal head on the crural plexus, the muscles especially paralysed are the anterior tibial group supplied by the external popliteal nerve. The same thing happens in neuritis of the sciatic nerve, or when it is injected with Schlosser's fluid. for the treatment of sciatica. All these facts point to a greater vulnerability of the extensor nerves to destructive influences. Parallel with this, and of the same significance, is the fact discovered by Onimus, that the extensor nerves lose their excitability after death sdoner than the flexors and adductors. The greater vulnerability of the abductor fibres of the recurrent laryngeal, as exhibited in the effects of neuritis, pressure, cold, &c., is only an example of a more general law applicable to extensors in general. So far the law.
As regards the recurrent laryngeal paralysis so common in tabes, the form with which I am most familiar, the question is whether it is due to central or peripheral causes, or perhaps both. Opinion is still divided on this question, and I am bound to say that after reviewing the principal literature bearing on it, I think that there are maany points still requiring careful investigation by modern methods, and with more accurate anatomical knowledge of the nerve-centres than has been displayed in many of the published clinical records. There is, however, no doubt that, in the vast majority of cases of tabetic recurrent paralysis, neuritic or degenerative changes have been found in the vagus trunk, recurrent laryngeal, or in the intramuscular nerve-endings, particularly in the posterior crico-arytwnoid muscles. Though degenerative changes have also in several instances been described in the muedulla oblongata, particularly in the floor of the fourth ventricle, it is questionable whether in any case of pure tabetic laryngeal paralysis of the usual type, primary degeneration has ever been demonstrated limited to the nucleus ambiguus, the recognized motor nucleus of the laryngeal mnuscles. So far as I have been able to discover there are only two cases of tabes on record in which primary central lesion appears to have been demonstrated. The one is the case recorded by v. Reusz,1 the other by a Russian lady whose namiie I cannot venture to -pronounce -Valerie Wyscheslawtzewa-quoted by Grabower.2 In both of these cases, however, there was comiiplete recurrent paralysis; and in one of them (v. Reusz's) there was paralysis also of the pharynx, palate, and partially of the tongue. These cases, therefore, cannot be regarded as typical of the condition usually found in tabes. And in those cases in which degenerative changes have been described in the nucleus ambiguus among others they may lhave been secondary to peripheral lesion-the so-called " reaction a distance," or retrograde degeneration.
In illustration of the further renmarks I have to offer on this questioin I would beg to remind you of the anatomy of the nutcleus atnbigu8ts, the motor nucleus of the ninth and tenth cranial nerves. The nucleus ambiguus lies in the reticular. formation ventral to the grey matter of the fourth ventricle, as shown in the first slide. The second is a schematic representation of the relative position of the inotor and sensory nuclei of the imiedulla oblongata. The third is a scheinatic diagram of the roots of the vagus. One blanch (the sensory) goes to the fasciculus solitarius; a second to the imiedio-dorsal nucleus, the exact IArch. f. Psychiat., Berl., 1899, xxxii, pp. 535-49. Arch. f. Laryng. i. Rhinol., Berl., 1910, xxiii, p. 59. functional signification of which is not quite determined, though probably visceral; and a third, the motor root proper, to the nucleus ambiguus. The nucleus ambiguus constitutes a column of cells several millimetres in length, and according to the researches of Kosaka on dogs'
is capable of differentiation into three subdivisions-an upper, middle, and lower, as seen in the figure before you. The upper is the motor nucleus of the pharynx, cesophagus and crico-thyroid. The middle is the motor nucleus of the palate. The lower is again divisible into two -viz., a ventral and a ventro-lateral. The ventral is the motor nucleus of the recurrent laryngeal, and the ventro-lateral of the inhibitory nerve of the heart. The individual muscles of the larynx have no doubt their own cell groups, but they have not been separately differentiated. Now, if one considers the relatively small size of the cell groups constituting the nucleus, and their community of vascular supply, it would appear very unlikely that any acute lesion, such as that of anterior p)oliomyelitis, could pick out the cell groups of some only of the laryngeal muscles, or even all, without implicating to a greater or less extent those also of the palate and pharynx. As a matter of fact, this occurred in the case recorded by v. Reusz; and in the symptom-complex due to embolism of the posterior cerebellar artery paralysis of the palate and larynx are always associated with each other.
It is, however, theoretically possible that a chronic and slowly progressive degeneration, like that of muscular atrophy or bulbar paralysis, may pick out the cell groups of the abductors apart from the others. But I know nothing in the symptomatology of muscular atrophy which would support this contention. The extensor muscles are never individually affected in this disease. And in bulbar paralysis, in which the lips, tongue, pharynx and larynx are progressively affected, the weakness of the adductors of the vocal cords is the first symptom to attract attention to the larynx. Whether this is preceded by paresis or paralysis of the posterior crico-arythenoid muscles I have no observation of my own, nor have I seen it recorded as a .phase in the symptomatology of bulbar paralysis. Schlesinger,2 however, holds that this occurs in bulbar syringomyelia; but Iwanow,8 who has directed special attention to this point, has never, in the twenty-eight cases he examined, seen one in which there was paralysis of the posterior crico-arytaenoid without ' Neurol. Centralbl., Leipz., 1909 , xxviii, p. 406. 2 "4 Die Syringomyelie," 1902 . 3Neurol. Centralbl., 1907 , xxvi, p. 1115 implication also of some of the other laryngeal muscles. The point is, however, one well worthy of further investigation.
Taking all the facts into consideration, and pending further precise examination of the recurrent laryngeal nerves and their motor nuclei, I am inclined to adopt the view already expressed by many eminent laryngologists and neuropathologists-e.g., Cahn, Dejerine and Petren, Oppenheim, &c.-that the recurrent laryngeal paralysis usually observable in tabes is of peripheral origin, and conforms to the law applicable to mixed motor nerves in general-viz., that the extensors and abductors are more vulnerable and lose their vitality sooner than the flexors and adductors.
Dr. W. PERMEWAN: In an attempt to ascertain the various causes of unilateral laryngeal paralysis, and the relative frequency in which they occur, it is plain that an accurate result could only be arrived at by the publication and collation of every observed case. That is an impossibility at the present moment, and indeed even an approximation to that ideal is very difficult to attain. Various causes contribute to this state of things: in the first place the majority of general physicians and surgeons do not even yet practise laryngoscopy themselves, or habitually call in to their assistance those who do. Secondly, in the early stages of unilateral paralysis symptoms are, as a rule, either absent or so inconspicuous as not to attract the attention of the physician, unless he is especially on the look out. I think it essential at this point once more to repeat what is a commonplace to us, but which is by no means generally recognized or acted upon-viz., that in the first stage of unilateral organic paralysis there is no affection of voice, as the abductors are alone affected, and no affection, or a very slight affection of breathing, because the other cord is able to make up the deficiencies. Thus it is that unilateral abductor paralysis is often missed, or only discovered by accident.
The records of cases are also by no means complete. There is a natural failure to record cases which are due to the commonest causes. It is of little interest to publish cases, for instance, of left-sided paralysis due to aortic aneurysm, while any unusual or obscure case is carefully put on record. The result is that there is" in any statistical statement an undue relative predominance of rare cases. So too, in studying. and comparing various collections of cases made by different authors, it is difficult to avoid the error due to the frequent repetition of the same case in various connexions. The results, therefore, of statistical inquiry cannot at present be taken as in any way of absolute value. But, as on the other hand the individual experience of any one observer is insufficient to establish general results, the study of records is the only way of arriving at even an approximation to the truth. I have given in this paper two sets of recorded cases: one, the 150 cases published twenty-two years ago by Avellis from the Clinic of Schmidt, of Frankfort; the other, the result of the collation of all cases recorded during the past ten years in the Centralblatt fuir Laryngologie and the Journal of Laryngology, checked by reference to the French laryngological journals. I think it may be taken as true, that the Gentralblatt, under the guidance of our master in this subject, Sir Felix Semnon, is not likely to have inissed anything of importance in relation to laryngeal paralysis.
In the year 1891 Avellis' published an analysis of 150 cases of recurrent paralysis from Dr. Moritz Schmidt's Clinic. Out of these 150 it is noticeable that not much more than one-half-viz., either seventy-eight or eighty-five-were traced certainly to their source. Nor, in fact, is it stated that any considerable proportion of these were confirmed by post-mortem examination. Still, observed as they were by the best clinicians of that day, they stand as an indication, more or less accurate, of the various causes which lead to unilateral laryngeal paralysis. It is convenient, therefore, to take these observations as a starting point, and I will rapidly detail them to you. Two striking facts are, that of 150 cases 106 were in men and only 44 in women. Twelve were bilateral and therefore do not concern us to-day, but of the unilateral cases ninety-two were paralysis of the left cord and forty-six of the right cord. It is very strange that in the abstract given in the Journal of Laryngology the relative frequency of left-sided and right-sided cases has been reversed. The two striking facts are that men are very much more liable than women, and also that leftsided paralysis occurs much more frequently than right-sided paralysis. On p. 149 is a list of the cases as given.
As to individual causes, in Avellis's seventy-eight ascertained cases, the most frequent cause-viz., in twenty-four cases-is aneurysm; of these only two were in women. Next to aneurysm come fourteen cases of thyroid enlargements or growths, twelve cases of tubercular infiltration of the lung, seven of glands in the neck, and five of cancer of the cesophagus. Of the less frequent lesions I will only mention the one case of pericarditis, the two cases of abscess due to disease of cervical vertebrae, and the one, and one only, case of paralysis due to disease of the bronchial glands.
Here, then, is a catalogue raisonnee of a considerable number of cases observed by the methods of twenty-two years ago. It is quite plain that at that date it was impossible for the best observers to detect the cause of unilateral paralysis in more than about one half of the cases under their observation. It is highly improbable that at the present day such a failure of diagnosis would have to be recorded. progress there are, I think, at least several causes. First, of course, the discovery of the Rontgen rays; secondly, the knowledge of the existence of laryngeal palsy in the chronic diseases of the medulla and spinal cord; thirdly, the appreciation of the various toxic conditions that can and do affect the motor nerves of the larynx from their source toltheir termination; and, fourthly, the attention that has been paid since 1897, but paid, as I shall suggest with some want of discretion, to the fact that diseases causing enlargement of heart are sometimes associated with implication of the recurrent nerve, and paralysis of the left side of the larynx. Of these causes of improved diagnosis at the present day the use of the X-rays is the most important. It is now possible to diagnose an aortic aneur.yem (but not all of them) in the absence of physical signs by radiography. So, too, it is possible to distinguish in the same manner between an aneurysm and enlargement of the left auricle: and the discovery of enlarged bronchial, mediastinal and peritracheal glands is an easy matter for the radiographer. Only in the last two months I have seen a case in which I suspected aortic aneurysm from the existence of left-sided paralysis, and in which there were no other signs whatever, at once cleared up by a screen examination by the X-rays. It may be stated with some confidence that the number of cases of laryngeal paralysis due to chest conditions which escape diagnosis as to the cause, will, if competent search is made by X-rays, become in future very small.
I know no more scientific classification of the causes of unilateral paralysis than that given by Sir StClair Thomson in his work on "Diseases of the Throat." He takes the motor nerves of the larynx from their origin in the medulla down to their termination in the laryngeal muscles and considers what disease may affect them in the long course. I say from the medulla, because, in spite of some alleged cases recorded by Casselberry and others, I do not think it is established that there have been in reality any instances of unilateral paralysis due to disease of the cerebral cortex, or the tracts from the cortex to the medulla. Thomson's classification is both exhaustive and complete. I have taken the liberty of reproducing it, and I hand round copies, showing the relative frequency in recorded cases of the various lesions given in the test. 
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Before I refer in detail to these results it will, I think, be useful to quote observations published in 1910 by Guder and Dufour on sixtythree cases of unilateral paralysis. Of these thirty-six were left-sided and twenty-seven right-sided. They read as follows:
Two of these were right-sided and due apparently to co-existing innominate or subelavian aneurysm. 
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The figures of Guder and Dufour probably give something like the real relative frequency of the more common causes. As to the 360 cases given in the table, it is at once obvious that there is a very large and undue predominance of the toxic cases and those due to traumatism. Still, the very numbers show that these are frequent and important causes of unilateral paralysis, and it is probable that in toxic affections will be found the explanation of a considerable number of cases whose cause has not been definitely ascertained. The frequency of aortic aneurysm as a cause of left-sided paralysis is known to all of us. Statements have been made by myself, among others, that in left-sided cases when no other obvious cause is present, aortic aneurysm will be found to be the cause in a very large percentage of cases. What thatpercentage is exactly it *is impossible to say. Very many cases of aortic aneurysm are never subjected to laryngoscopic examination. Many others are not detected at all till sudden death either suggests or reveals its existence. Some cannot even be detected by radiography, and in particular, so I am told by radiographists, just those small aneurysms of the under surface of the arch which particularly affect, the recurrent laryngeal nerve. In the last edition of Schmidt's work on "Diseases of the Upper Air Passages " the editor says: " The commonest cause of paralysis of the left recurrent is aneurysm of the aorta. Among the symptoms of aortic aneurysm paralysis of the left recurrent is practically always the earliest, and it remains often for a long time the only sign. There are cases which remain to the end completely symptomless, so that they can only be diagnosed with great difficulty." Delavan, of New York, says practically the same thing. I have myself had experience of many cases in which the presence of an aneurysm was first shown by the onset of recurrent paralysis. I think we may conclude that, given a case of left recurrent paralysis, aortic aneurysm is the first thing to be thought of, and must not be excluded unless it has been sought for with every diagnostic aid at our command.
One cause of left recurrent paralysis, to which much attention has been given during the past sixteen years, is the association of it with mitral stenosis. The first recorded case was in 1897 by Ortner, and since then about forty cases have been described. By far the best analysis of these cases is that made by J. Garel in the Annales des Maladies d'Oreille, cc., 1910.1 While admitting fully the fact of left recurrent paralysis being associated with the heart changes which follow mitral stenosis, Garel points out that at least two-thirds of the cases were unconfirmed by an autopsy, and that even in those that were examined post mortem the account of the finding does not always carry conviction. One case which was diagnosed as due to pressure on the nerve from a dilated left auricle was found, on examination, to be really due to implication of the recurrent in glandular thickening. The suggestion that the left auricle when enlarged may compress the nerve against the arch of the aorta does not, to my mind at any rate, seem very convincing. The more probable explanation is that, when the heart becomes much increased in weight by hypertrophy of the right ventricle, that is enough to drag on the aortic arch, and thus stretch and eventually paralyse the nerve. I have shown to-day one heart much enlarged from mitral stenosis, and one enormously hypertrophied from a patent foramen ovale. Each of these cases, which were given me by my friend Dr. Nathan Raw, suffered for some time before death from loss of voice, but as no laryngoscopic examination was madeit was some years ago-I show them not so much as examples of ' Ann. des mal. de l'oreille, du larynx [&c.], Par., 1910, xxxvi (ii), pp. 315-24. recurrent paralysis fromii mitral disease, because the proof is absent, as to suggest that the greatly increased weight of the heart in this affection may well be considered the real factor in producing that paralysis of the nerve which we know to occur.
Unilateral paralysis in tabes dorsalis is by no mueans uncommon. Burger's great work of twenty years ago and the observation of Semon have fully established the fact that laryngeal paralysis is sometimes the earliest observed sign of this disease. Eighteen years ago I published some cases of paralysis of the larynx in general paralysis of the insane, and noted the occurrence of unilateral affection in a certain number of those cases. I have not repeated the observation, but have no doubt that from the close relationship of tabes dorsalis and general paralysis, laryngeal paralysis would often be observed to occur. In my table there are forty cases of paralysis from syringo-bulbia. It is not surprising that a disease which actually destroys by gross lesion the nuclei of the vagus accessorius should result in paralysis of the larynx. According to Ivanow, who observed these cases, the posticus is the first affected, and then the whole domain of the recurrent nerve. But often, in place of being strictly unilateral, there is complete paralysis of one side with affection of either the posticus or the internus of the other side. He is bold enough to suggest that Seinon's law requires revision. The neurotic group of cases is a large one. The various causes are given in the table; they no doubt explain a considerable number of cases for which no clear organic cause can be found, and they are also the class of case, and possibly the only class of case, ill which recovery occurs.
The bilateral representation of the moveiment of the laryngeal muscles in the cerebral cortex makes it extremely improbable that cerebral disease should produce unilateral paralysis. Yet Casselberry refers to six of such cases. Of course it is possible that destruction of both centres may occur at the same time: but until every case has been examined, and the existence of no disease of the miedulla is demonstrated, it will be safer, in my judgment, to assume the non-existence of cerebral unilateral laryngeal paralysis.
In conclusion, I venture to suggest that if for the next ten years observers systematically put on record every case they meet with of unilateral paralysis, it will be possible then to do what is not possible nowviz., to establish the real relative frequency of the various causes.
